We present a Grynfelt-Lesshaft's hernia which account <2% of the abdominal hernias. We document the new surgical approach for a Grynfelt-Lesshaft hernia. We add a new case with a different technique with good outcomes. a b s t r a c t Introduction: Lumbar hernia account for less than 2% of al abdominal hernias, been the Grynfelt-Lesshaft's hernia (GLH) more frequent than the others. With approximately 300 cases published in the literature, the general surgeon may have the chance of treat it ones in their professional life. Case report: A 42-years old male with human immunodeficiency virus and Diabetes Mellitus presented to the outpatient clinic with a GLH. Preoperative classified as a type "A" lumbar hernia an open approach was scheduled. We performed a Sandwich technique with a sublay and onlay ULTRAPRO ® mesh fixed with PDS ® II suture without complications and discharged the patient 24-h after. After six months, the patient denied any complication. Discussion: Primary (spontaneous) lumbar hernias represent 50e60% of all GLH. The preoperative classification of a lumbar hernia is mandatory to propose the best surgical approach. According to the classification of Moreno-Egea A et al., the best technique for our patient was an open approach. The Sandwich technique has demonstrated good outcomes in the management of the GLH. Conclusion: The surgical approach should be according to the classification proposed and to the experience of the surgeon. The Sandwich technique has good outcomes.
Introduction
Grynfelt and Lesshaft described a hernia of the superior lumbar triangle in 1886 and 1870, respectively [1] . The lumbar region is an area bounded superiorly by the 12th rib, inferiorly by the iliac crest, medially by the erector spinae muscles, and laterally by the external oblique muscle. This area contains two well-defined areas of weakness: the inferior lumbar triangle (Petit's triangle), and the superior lumbar triangle (Grynfelt-Lesshaft's triangle) [2, 3, 4, 5] . The Grynfelt-Lesshaft triangle is an inverted triangle, which his boundaries are formed superiorly by the 12th thoracic rib, medially by the erector spinae muscle group, laterally by the internal oblique muscle. The floor of this triangle is formed by aponeurosis of the transversalis muscle, and the roof is formed by the latissimus dorsi muscle [2, 5, 6] . The Grynfelt's triangle has three well-described areas of weakness: immediately below the rib where the transversalis fascia is not covered by the external oblique muscle, in the area of fascial penetration of the 12th dorsal intercostal neurovascular pedicle, and between the inferior edge of the rib and the ligament of Henle [2, 3, 6] .
With approximately 300 cases published in the literature [2, 3] , the lumbar hernias represent 1.5%e2% of the abdominal hernias [7, 8, 9] , been more frequent the Grynfelt's hernia [3, 5, 8, 10] Hafner et al. [9] stated that a general surgeon will have the opportunity to repair only one lumbar hernia case in his or her lifetime.
Case report
A 42-years male patient presented to the outpatient clinic referring a left lumbar mass that protrudes with efforts and reduced partially with ease. He is known to have human immunodeficiency virus (HIV), diabetes mellitus type 2, high blood pressure and an open cholecystectomy. On the physical examination we found, a left lumbar mass, soft and non-tender that reduced with manual compression and protruded when the patient coughed. The CT scan showed perisplenic fat protruding beneath the 12th rib ( Fig. 1 ). The patient was scheduled for an elective repair of a Grynfelt-Lesshaft's hernia. The surgical approach was open with a lumbotomy incision, the sac was liberated of its adhesion and reduced, we encountered the hernia defect to measure approximately 10 cm with minor muscular atrophy ( Fig. 2) , the peritoneum was closed with a continuous absorbable suture; we repaired the wall defect by a Sandwich technique with a Sublay preperitoneal ULTRAPRO ® mesh and an Onlay ULTRAPRO ® mesh ( Fig. 3 ). Both meshes were fixed with PDS ® II suture. No immediate postoperative complications were seen, and we discharged the patient 24-h after the surgery.
Discussion
Lumbar hernias are a rare disease that can be congenital or acquired [2, 3, 5, 8] . The congenital hernias, which consist of 20% of all cases, are present in infants and children and are attributed to defects in the lumbar wall [2, 8, 10] . The acquired hernias that represent 80% of all, are subdivided in two [2, 3, 6, 10] : the spontaneous (primary) hernias which represent approximately 50e60% [2, 3] ; the risk factors associated with its occurrence are elderly obese patients, extreme thinness, chronic debilitating disease, muscular atrophy, intense slimming, chronic bronchitis, wound infection, and postoperative sepsis [3] .
As well as the secondary acquired hernias which have various mechanisms of pathogenesis: direct contusion, crushing, surgical lesions or infections of the pelvic bones and ribs, hepatic abscesses, infected retroperitoneal hematomas, and infectious processes that may alter the integrity of the lumbodorsal fascia [2, 3] . Our patient presented a primary acquired hernia probably due to the extreme thinness with muscular atrophy and the chronic debilitating disease (HIV). The most common clinical manifestation is a palpable non-tenderness lumbar mass that protrudes with coughing and physical activity [2, 3] . Although the most typical clinical presentation is as an elective outpatient, approximately in 9% of cases, the patient will show with symptoms of painful incarceration hernia or a strangulated hernia [3, 5] .
Surgical treatment is the only therapeutic option and should be attempted early in the disease to avoid complications. The surgical approach will depend on the preoperative classification and the experience of the surgeon in the management of this disease. Loukas M et al. [6] described a postmortem classification of the Grynfelt's triangle accordingly to its measures into four types: type 0 (18%) when no triangle was formed, type I (50%) <5 cm 2 , type II (22%) 5e15 cm 2 and, type III (10%) those larger than 15 cm 2 . As to our knowledge, the only preoperative classification of the Grynfelt's hernia with surgical implications was proposed by Moreno-Egea A et al. [3] (See Table 1 ), accordingly to their classification our patient presented a type "A" hernia and the surgical approach could be open or laparoscopic.
The advantages of the laparoscopic repair such as less postoperative pain, shorter in-hospital stay, and good cosmetic and functional results have been described [7, 11, 12] ; nevertheless, advance laparoscopic skills and experience in the management of this disease are needed to perform the repair in this form. We decided to carry on an open approach because our previous experience as has been previously described by this type of hernia [12] . Different surgical techniques has been described (primary closure, fascial or gluteal flaps, and the use of mesh either underlay, inlay or onlay) [13, 14] , but we decided to do a Sandwich hernia repair because it has been proven to have good outcomes in the ventral hernias management [15] . Also, Sahoo MR et al. [14] described four patients with a lumbar hernia treated with the Sandwich technique with no intraoperative or postoperative complications and a median follow-up ten months. Regarding open approaches to surgery no procedure has been shown to have definite advantages over the others, especially given the relative rarity of these cases. At 6month follow-up, our patient has denied any complication such as pain, tenderness, numbness or recurrence.
Conclusion
Been the Grynfelt's hernia as infrequent as it is, the patients with this disease should be referred to a high volume Hospital with experience in the management of an abdominal hernia. The surgical approach should be individualized, although, the technique should be according to the Moreno-Egea A et al. [3] classification. We demonstrate that the Sandwich hernia repair is a safe procedure with good outcomes. Open or laparoscopic approach IP laparoscopy Open approach Open approach (double mesh) Fig. 3 . The left image shows the sublay preperitoneal mesh and the right image shows the onlay mesh in the Sandwich technique.
